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NEW YORK SURGICAL SOCIETY. 


Stated Meeting, January 27, 1909. 

The President, Dr. Joseph A. Blake, in the Chair. 


HYSTERECTOMY AND URETERAL INJURY. 

Dr. John Rogers presented a woman, 44 years old, whose 
chief complaint, when she came under observation, was retention of 
urine. On physical examination there was felt what appeared 
to be a large fibroid tumor; it was firmly fixed in the pelvis and 
could not be moved from below. On August 18, 1908, when the 
abdomen was opened through a median incision, this diagnosis 
was confirmed. The tumor could not be lifted out, and investi¬ 
gation showed that the round ligament passed over the top 
of the fibroid and disappeared behind it, and it was finally found 
that the growth sprang from the anterior wall of the uterus, 
low down, and in its growth had pushed the fundus back into 
the hollow of the pelvis. The vessels were very large and had to 
be ligated and divided separately. Then, by making a transverse 
incision over the top of the tumor, it was possible to insert the 
hand underneath it and deliver it 

Upon concluding this portion of the operation, it was found 
that the right ureter had been caught in a ligature, and in remov¬ 
ing the latter and trying to replace the ureter, about four inches 
of ureter was denuded of tissue. 

Subsequent to the operation, the patient vomited a good deal, 
the stomach disturbance being regarded as an evidence of an 
ether toxaemia. On the fifth day the abdominal wound burst 
open, and the viscera were expelled upon the bed. They were 
washed and replaced and the wound was again sutured. Under 
stomach lavage the vomiting gradually subsided. About two 
weeks after the operation the nurse reported that there was some 
difficulty in urinating, and upon introducing a catheter into the 
bladder, very little urine was withdrawn. Three days later, com¬ 
plete retention was reported, and the patient's abdomen was much 
distended with a large fluctuating tumor. She was again taken 
to the operating room, the abdomen was re-opened, and about 
two gallons of urine evacuated. The fluid was apparently extra- 
peritoneal, and catheterization of the ureters showed that the right 
ureter was obstructed about one inch above the bladder. The 
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ureter was normal, therefore the fistula must have been ureteral. 

A drain was inserted, and the patient made a slow recovery. 

In connection with the injury to the ureter in this case. Dr. 
Rogers said it was not of infrequent occurrence In one of the 
foreign clinics, in 400 hysterectomies for carcinoma, there were 
24 instances of ureteral fistula following extensive exposure and 
denudation of the ureters, and in all but two of these, spontaneous 
recovery took place. In those two cases a pyonephrosis followed, 
which was successfully treated by a nephrectomy. 

COMPOUND FRACTURE OF RADIUS AND ULNA 

Dr. Charles L. Gibson presented a young man who in Au¬ 
gust, 1901, fell out of an apple tree and received a compound 
fracture of both bones of the left forearm, the protruding frag¬ 
ments perforating the skin and embedding themselves in the 
ground. 

When Dr. Gibson saw the patient, the same night, his tempera¬ 
ture was 102 0 . The wounds through which the bones had pro¬ 
truded were enlarged, the parts thoroughly cleansed, and the ends 
of the bone refreshed. Within 24 hours the boy’s temperature 
rose to 105°, and evidences of a gas-bacillus infection developed, 
the arm becoming cedematous as far up as the axilla. A consul¬ 
tation was held, and disarticulation at the shoulder was recom¬ 
mended as first choice, but it was finally decided to make an 
attempt to save the arm by very free incisions and drainage. 
This was done, and from that time on the temperature gradually 
subsided. Altogether, the patient was in bed for two months. 
During that time there was extensive sloughing of the tissues of 
the arm, including the bones, necessitating many minor opera¬ 
tions. The boy was placed under a general anaesthetic thirteen 
times. He finally recovered and now has a relatively fair use 
of the arm. He has complete flexion and extension at the elbow 
joint, while pronation and supination are limited. He also has 
fair use of the hand, but cannot flex the thumb at the first joint. 

Dr. L. W. Hotchkiss said he had seen a number of cases of 
gas-bacillus infection, and in only one or two instances of the 
acute infections had he seen recovery take place without ampu¬ 
tation. In fact, in the case shown by Dr. Gibson, amputation, at 
the time, seemed the proper thing to do. The incisions made 
into the arm were very extensive, and besides a great deal of 
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peroxide of hydrogen that was used, a very strong solution of for¬ 
malin was also applied accidentally, and perhaps that had some¬ 
thing to do with discouraging the bacilli. 

PERFORATION OF BLIND END OF THE GUT AFTER 
LATERAL ANASTOMOSIS. 

Dr. William A. Downes presented a man, 33 years old, who 
came to the New York Hospital service of Dr. Johnson, on Au¬ 
gust 30, 1908, with a strangulated hernia about the size of an 
orange, for which Dr. Downes operated on the same night under 
cocaine anaesthesia. The strangulation had existed for three days, 
and the condition of the intestine at the time of operating was 
doubtful, and for this reason was left in situ. Two days later, the 
involved segment of gut, about four inches in length, sloughed 
out, leaving an opening in the jejunum. At the end of ten days 
the intestinal fistula was closed by lateral anastomosis. On ac¬ 
count of the oedematous condition of the gut and a large amount 
of fat in the mesentery this form of closure seemed to be most 
suited to the case. 

The patient left the hospital on September 19, and for two 
mouths remained perfectly well, with the exception of obstinate 
constipation. On November 25, after eating a hearty meal, he 
was seized with cramp-like pains; these persisted during the night 
and the following day; and 24 hours later, when he was again 
admitted to the hospital, he had a temperature of 103° ; pulse, 120; 
abdomen distended and rigid. The symptoms indicated an intes¬ 
tinal perforation, and through a median abdominal incision it was 
found that the blind end of the proximal limb, which had been 
left quite long, had perforated, and through this perforation gas 
and intestinal contents were freely escaping. A damp was- ap¬ 
plied, the blind end cut off close to the anastomosis, and the end of 
the stump was then invaginated and sutured. The patient had 
a slow convalescence, but eventually made a complete recovery. 

Dr. Jos. A. Blake said he had met with a similar accident, 
and he thought that the longer the distal end of the proximal 
segment of the gut, the greater the danger of a subsequent per¬ 
foration. After a lateral anastomosis, the blind end should be 
left as short as possible. Otherwise, as some of his experimental 
work on dogs had shown, the end gradually became dilated, and 
if sufficiently long it would eventually perforate. Its lumen be- 
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came dilated and club-shaped, and this brought up the fact that a 
lateral anastomosis was a faulty operation, because in such a 
union the intestinal contents were forced into the excluded seg¬ 
ment of the gut. An end-to-end or end-to-side anastomosis was 
preferable. 

PROSTATIC ABSCESS; OBSERVATIONS UPON THE 
PATHOLOGY AND OPERATIVE TREATMENT. 

Dr. Samuel Alexander read a paper with the above title, for 
which see page 533. 

Dr. Gibson said he had had no experience in dealing with 
cases of prostatic abscess by prostatectomy, nor could he recall 
any in which the indications for that operation seemed to exist 
He had treated a goodly number of these cases in which the 
abscess was confined to a single lobe of the prostate by an extra- 
urethral incision, guarding the urethra by means of a sound, and 
the results had been very satisfactory. 

In connection with the cases cited by Dr. Alexander, the 
speaker recalled the case of a young man who three years ago, 
after acute gonorrhoea, developed an abscess of one lobe of the 
prostate. This was evacuated, and the wound healed promptly. 
Two and a half years later the man returned with a prostatic 
tumor the size of a child's head at full term. This proved to be 
a carcinoma, from which the man subsequently died, the prostate 
attaining an enormous size. 

Dr. Woolsey referred to the fact brought out in Dr. Alexan¬ 
der's paper that many ischiorectal abscesses, especially those of 
the relapsing type, depended upon prostatic infection and suppu¬ 
ration and could only be permanently cured by curing the prostatic 
condition. This he had verified in many such cases which had 
come under his care at Bellevue Hospital. 

Dr. Rogers said he thought Dr. Alexander had not laid suffi¬ 
cient stress upon the connection between prostatic and ischiorectal 
abscesses; personally, he believed that prostatic infection was a 
far more frequent cause of ischiorectal abscess than was generally 
understood. 

Dr. Blake said he supposed the cases of prostatic abscess in 
which enucleation was indicated were those in which there was 
more or less persistent inflammation starting in the acini of the 
gland, and producing permanent swelling. The usual form of 
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prostatic abscess could be successfully drained in almost any way. 
In those abscesses located centrally, and attended with consider¬ 
able destruction of the gland, a prostatectomy might be indicated; 
but the fact should not be lost sight of that in young men the 
removal of the prostate must interfere to a certain extent with the 
sexual function. It would be interesting to determine in what 
percentage of cases this interference with procreation occurred, 
and also how frequently there were relapses after simple drainage. 

Dr. Alexander, in dosing the discussion, said that the line 
of deavage in the prostate was always dear. As to whether a 
prostatectomy was necessary or not in a case of abscess, that could 
not always be determined before the urethra was opened. If ex¬ 
ploration of the urethra by the finger showed a single abscess 
cavity, this should be drained; it was not necessary to remove 
the prostate; but when multiple abscesses were present a prosta¬ 
tectomy should be performed. The relation between acute infec¬ 
tion of the prostate and enlargement of the prostate in later life 
had not been demonstrated. 



